A 36-year-old man was admitted to this unit with almost complete quadriplegia with no sensory level. The bladder and bowel functions had remained intact. When he was a 20-year-old student he had presented with brachialgia and neck swelling, which had been aspirated percutaneously in India in 1980; the fluid was discovered to contain protoscolecs and he was given a full course of mebendazole. Two years later he developed spinal cord compression. He had posterior exploration and cervical laminectomy in the Middle East in 1982 followed by another three surgical attempts posteriorly with further laminectomies in the Middle East in 1983, India in 1985, and USSR in 1989. Each attempt was followed by a course of mebendazole and resulted in a minimal degree of improvement for a short period of time.
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Plain X-ray of the cervical spine showed a swan neck deformity. Magnetic resonance imaging (MRI) was performed (figure). The MRI scan shows the 'swan neck' deformity and the kyphotic deformity of the spinal cord. The C5 vertebra has been completely eroded by the hydatid cyst (arrow). There are no posterior bone elements below C3 and thus the whole vertebral column has slipped forward.
QUESTION 2
The most probable causes of these changes are the recurrence of the hydatid disease with destruction of the body of the C5 vertebra, added to the non-indicated previous laminectomies which led to these deformities and compression of the cord. QUESTION 3 This case was treated by excision of the hydatid cyst with removal of all the necrotic bone from C4 to C6, including the discs, through an anterior approach. A wide channel of decompression was carried out to correct the kyphos, and the dura all along the area was exposed but left intact. Hypertonic saline, betadine and alcohol were used to soak all the surrounding tissues. Completely new instruments, gloves and gowns were used to obtain a bone graft from the iliac crest which was carefully shaped to be slightly larger than the defect and thus to fit tightly. A titanium plate of sufficient length was placed over the bone graft and the adjacent vertebrae C3 and T2. The patient was placed in a body halo jacket for six months during which he received a full course of mebendazole and an intensive course of physiotherapy.
Discussion
Hydatid disease may be found in various sites in the human body and is localised in bone in about 1 % of cases, half of these in the spine."2 Involvement of the cervical spine is very rare as most of the literature describes cases in the thoracic, lumbar and sacral regions caused by direct extension from pulmonary and abdominal lesions, respectively.'6 It is assumed that the cervical involvement is haematogenous, although in this particular case spread via the lymphatic duct is a possibility.
The disease is characterised by multivesicular infiltration of the spongy bone",2'6 so it mainly involves the vertebral bodies and to a lesser extent the pedicles and the laminae. The dura usually remains intact. 7 The condition should be suspected on radiology with plain X-rays showing motheaten areas of vertebrae surrounded by sclerosis. CT scans are of great value in demonstrating bony erosions and cystic cavities.3 MRI is very useful in showing the parasitic cysts within the spinal canal and in the paraspinal tissues and in determining the degree of spinal cord compression.7 '8 Aspiration biopsy has no place, as diagnosis of the disease can be made radiologically or by special laboratory tests such as Casoni and Weinberg tests, especially when there is soft tissue involvement.3'9"0 The first procedure may have encouraged local spread. While mebendazole can control soft tissue hydatid infection there is little evidence that it is successful with bony lesion. In this patient, five courses of this very expensive drug seem to have had little effect.
Radical surgical excision of the affected vertebrae and soft tissues with proper stabilisation of the spine is the ideal treatment of the disease. Although all surgical options are difficult, laminectomy is considered the worst as it is a potentially destabilising procedure and removes the only section of the vertebra which is not involved and will not remove a significant amount of the lesion; further local spread would have been encouraged by this manoeuvre.
Cervical stabilisation with bone graft and titanium locking plates may be a more radical approach and ideally would be a recommended first line of attack. Even this would be difficult, however.
Final diagnosis
Recurrent cervical spine hydatid disease with spinal cord compression.
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